Progressive autonomic failure may occur in isolation' or in association with central nervous system disorders such as Shy-Drager syndrome or Parkinson's disease.2 Symptoms of autonomic failure include: orthostatic hypotension, constipation, incontinence, anhidrosis, impotence, xerostomia, and impaired vision. In some patients, the autonomic dysfunction may be accompanied by central neurological signs such as ataxia, incoordination, ridigity, bradykinesia, tremor, emotional lability, and regressive reflexes, and is referred to as ShyDrager syndrome.3 These other neurological manifestations appear two to five years after the onset of the autonomic symptoms and gradually progress in severity. 4 Patients with Shy-Drager syndrome may have olivo-ponto-cerebellar atrophy, striatal-nigral degeneration, or a combination of the two.5
Biochemical and pharmacological studies have distinguished between these separate clinical syndromes, idiopathic orthostatic hypotension and Shy Drager Syndrome. 6 ' Since the prognosis and clinical course differs significantly it is important to differentiate between these two syndromes. Such differentiation is difficult in the early disease stages since similar autonomic symptoms are often present in both disorders prior to Syllable timing control Three variables assessed patients' control of syllable lengths and pause durations to achieve stress contrasts in speech.
Intensity control Five variables measured the maximum range in intensity and intensity control during speech production. The five measures which were impaired in the Shy Drager syndrome group were all measures of the maximum function of the larynx for phonation. For example, the ability to shout was reduced, although the Shy Drager syndrome patients demonstrated a normal intensity level during conversation. Likewise, the ability to achieve a wide variation in fundamental frequency while speaking was impaired. Increased vocal intensity requires the coordination of an increase in vocal fold tension to maintain closure with an increase in airflow. A wide variation in fundamental speech frequency also requires precise control of the laryngeal muscles which adjust vocal fold tension. '9 Two other measures impaired in the Shy Drager syndrome patients also reflected impaired laryngeal control. The decrease in the rate of phonatory onsets and offsets during vowels and not consonants indicates impaired ability of the laryngeal musculature to interrupt the air flow at the level of the larynx. The intra-oral valving of the airstream during plosive consonants during syllable repetition, however, was unimpaired. The number of voicing errors during vowel repetition but not during consonant syllable repetition indicates that the difficulties in control are primarily in laryngeal function.
Our Difference between peak sound pressure level measured in dB re: 20 ,uPa on "shout" production minus that on "soft" production of the vowel /a/. Difference between peak sound pressure level measured in dB re: 20 ,uPa on "loud" production minus that on "soft" production of the word "no". Peak sound pressure level in dB re: 20 ,uPa on "shout" production of the vowel /a/.
